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Coronary artery disease has been identified in up multiple gated blood pool [MUGA] scans or echo-
to 90% of patients with peripheral vascular disease cardiography) all define high-risk patients.9 Com-
(PVD).1 Following operation for PVD, serious cardiac parisons of different techniques, in patients
complications (cardiac death, myocardial infarction or undergoing aortic reconstruction, have shown that the
left ventricular failure) have been reported in 15% of more simple Detsky index is at least as valuable as
cases. Less serious complications, including arrhyth- ejection fraction calculation.10 It can also predict long-
mias, occur in 25%.2 Silent perioperative ischaemia is term survival.11
even more common.3 Following elective abdominal Results of a questionnaire survey of members of the
aortic aneurysm (AAA), repair rates of 5% for myo- Vascular Surgical Society of Great Britain and Ireland
cardial infarction and approximately 10% each for suggested that ejection fraction measurements were
left ventricular failure and dysrhythmias have been the commonest test undertaken. It was done
reported.4 A recent study showed that, in almost one ‘‘routinely’’ in about a third of respondents before
half of 171 patients who died following elective aortic aortic reconstructions and ‘‘often’’ by a further third.
reconstruction, the first major problem encountered It was much less frequently carried out in patients
was cardiac-related.5 Bleeding and respiratory prob- undergoing infrarenal peripheral vascular re-
lems were the next most common cause of death. Half construction.12 Identification of high-risk patients led
of the patients in this series died of that original to referral to a cardiologist by approximately 90% of
problem, whilst the remainder went on to develop respondents.
subsequent complications. Multisystem organ failure Having identified high-risk patients can anything
was the final common pathway in about half of the be done either to reduce mortality associated with
latter. the subsequent vascular procedure or to prolong the
Patients who are at risk of developing cardiac com- patient’s life? An aggressive approach has been de-
plications following peripheral vascular reconstruction scribed whereby all patients being prepared for elect-
can be identified. Broadly, the methods used range ive aortic reconstruction had coronary angiography.7
from clinical assessment with or without calculation Those patients in whom significant coronary pathologyof a scoring index6 through to coronary angiography.7
was identified underwent coronary artery bypassDetskey’s modification of Goldman’s risk-factor ana-
grafting before their aortic operation. Patients in whomlysis is a system whereby relative weight is given to
no significant coronary artery disease was identifiedsuch parameters as previous myocardial infarction,
had a 4.8% mortality associated with their aortic re-angina, left ventricular failure, aortic stenosis, arrhy-
construction. In patients who underwent coronarythmia, age greater than 70 years and poor general
revascularisation, mortality following the vascularcondition.8 The higher the score, the worse the prog-
operation was 1.6%. However, by the time mortalitynosis. Stress testing (e.g. exercise ECG or dipyridamole
associated with the coronary artery bypass graftthallium) and ejection fraction measurements (e.g.
(CABG) (approx 12%) was taken into account and,
allowing for patients who ruptured their aneurysms* Please address all correspondence to: R. Galland, Royal Berkshire
Hospital, London Road, Reading RG1 5AN, U.K. whilst awaiting treatment, there was no difference
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between the two groups.13 A selective coronary re- best for most patients.23 Should a dipyridamole–
thallium scan reveal significant redistribution, thenvascularisation policy, based on dipyridamole–
angiography may reveal a correctible lesion worthythallium scans, has also been suggested.13 In a study
of treatment. This will apply to a very small proportionof 261 patients, only 10 coronary angiograms were
of patients about to undergo peripheral vascular re-carried out and one patient underwent CABG. When
construction.considering revascularisation before peripheral vas-
cular reconstruction the mortality of the former should
be borne in mind. Data from the Milwaukee vascular
registry showed an overall mortality of 2.4% associated References
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